Background: Objective evaluation of neurology resident clinical skills is required by the American Board of Psychiatry and Neurology and is important to insure improvement in clinical competency throughout their residency. Methods: In this study, neurology residents from all 3 years of training and neurology faculty independently completed a form on new clinic patients documenting their decisions on anatomic localization, diagnosis, diagnostic tests, and management.
(such as triptan vs anticonvulsant for a seizure patient). We scored categories blank when the resident placed a question mark in the area, entered only information not pertaining to the question, or left the space entirely blank. Data were entered onto a Microsoft Access database with a code for each resident and year of residency but without patient identifiers. Similarities and differences between the two responses were statistically analyzed using 2 and Mantel-Haenszel tests.
RESULTS
We evaluated 411 new patient encounters from 17 residents. Over the 30 consecutive months of the study, 182 encounters were from 11 residents in PGY2, 107 encounters were from 11 residents in PGY3, and 122 encounters were from 10 residents in PGY4. Three forms could not be scored because attendings failed to complete any part of their form and eight additional forms had specific parts of the faculty form incomplete.
The There was an association between resident level of certainty of diagnosis and agreement with faculty specific diagnosis ( 2 [6 df ] ϭ 30.42; p Ͻ 0.001). Among cases where resident diagnostic certainty was high, the all resident years-faculty agreement was identical for 86% compared to only 36% identical agreement for cases where residents reported low certainty.
Residents ordered the same number of tests as the attendings in 74% of the visits but ordered more tests than attendings in 22%. The table shows how residents and attendings differed by type of test ordered. Residents and attendings differed more on types of neurophysiologic tests and neuroimaging tests ordered than in the ordering of blood tests or consultation requests.
Residents agreed with attendings on identical treatment plans 54% of the time in PGY2, 58% in PGY3, and 66% in PGY4. When the two differed in treatment plans, residents tended to neglect to propose management that included patient education, simple lifestyle modifications, referral to family support groups, and recommendations for equipment to prevent secondary complications.
Compared to our study on medical student attending the same general neurology clinics over the same time period, 2 residents in all years of their training were in closer agreement to attendings than were the medical students for all broad categories (p Ͻ 0.001). DISCUSSION Although not unexpected, we were pleased to learn that residents in each training year outperformed those in previous years of training. Due to the limited 30-month duration of the study, we could not determine for an individual resident how he or she progressed over the 3 years. However, residents could easily be tracked using this form over the 3 years of residency to insure they were progressing in clinical competence. Once a residency program acquired sufficient experience with their residents using this form, specific standards for passing each year and certification of clinical competence could be developed. We also use this form to identify specific areas of clinical disease or neurophysiology where a resident is weak. When recognized, the resident is assigned a "learning issue" related to the deficiency. Limitations of this study include that residents were able to review the consult request and electronic medical record before seeing the patient. In some circumstances, the diagnosis may have been previously made by others but the resident would still have to decide if the other diagnosis was correct. However, this is the world they will function in when they become a practicing neurologist. It is possible that some residents working with an attending over 1-2 years may have recognized the types of tests usually ordered by a given attending or their particular treatment style. When questioned about this possibility, however, residents felt this was unlikely.
To become a quality neurologist, the trainee must master large bodies of clinical and basic neuroscience knowledge. The final test of trainees' efforts is not what they know but what they do. 4 It is recognized that assessment drives learning. Careful objective as-sessment has the potential to inspire learning, influence values, and reinforce competence. 5 The challenge for a training program is to use objective assessment methods to evaluate clinical performance and determine both how the resident progresses from year to year and whether he or she achieves a level of clinical performance satisfactory to the training program and American Board of Psychiatry and Neurology. The clinical assessment form presented here adds one more tool to the list of currently used assessment methods utilized by many medical schools. 6 
